Objectives: To synthesise the existing published literature on general practitioners (GP)'s knowledge, attitudes, and experiences of managing behavioural and psychological symptoms of dementia (BPSD) with a view to informing future interventions.
| INTRODUCTION
General practitioners (GPs) play a pivotal role in the care of people with dementia and their families. [1] [2] [3] National strategies developed to address the increased prevalence of dementia 4 have emphasised the role of GPs in successful implementation [5] [6] [7] but dementia care in the community can be challenging. 8, 9 In common with their hospital-based colleagues, 10 General practitioners find the management of the behavioural and psychological symptoms of dementia (BPSD) particularly difficult. [11] [12] [13] [14] Behavioural and psychological symptoms of dementia encompass behaviours such as aggression, wandering, sexual disinhibition, agitation, and symptoms such as anxiety, depression, and delusions. Most people with dementia will experience BPSD at some time during their illness. 15 Behavioural and psychological symptoms of dementia are associated with increased rates of admission to nursing homes, 16 longer in-patient hospital stays, 17 and are a major contributor to caregiver stress and depression. 18 The assessment of BPSD is complex, 19 and effective treatment options are limited. Non-pharmacological interventions are recommended as the first line of treatment in most cases. 20 Personalised non-pharmacological interventions such as personalised music therapy 21, 22 and formal caregiver training to enhance communication skills 22 may have a role in the management of BPSD; however, uptake of non-pharmacological strategies is low. 23 Psychotropic medications such as antipsychotics, anxiolytics, hypnotics, and antidepressants are frequently used to manage BPSD. 24, 25 Antipsychotics are the most commonly prescribed psychotropic in BPSD 24 ; however, the benefits of antipsychotics in BPSD are modest at best. 26 Furthermore, in BPSD, any benefits are usually offset by the significant adverse effects of antipsychotics in dementia, including increased risk of cerebrovascular events and increased mortality. [26] [27] [28] [29] However, based on current available evidence, pharmacological alternatives to antipsychotics in BPSD are largely ineffective. [30] [31] [32] [33] [34] Although there may be a role for citalopram in managing milder agitation, 35 it too can result in significant side-effects including QT prolongation and worsening of cognitive impairment. 36 There is a need for interventions designed to support GPs in their management of BPSD. An important first step in intervention design is to establish a thorough understanding of the existing problem. 37, 38 The aim of this systematic review was to gain a deeper understanding of GPs' knowledge, attitudes, and experiences of managing BPSD. It will also inform the development of an intervention to assist GPs with the management of BPSD.
| METHODS
We performed a systematic review of studies that used qualitative or quantitative methods to explore GPs' experiences of managing BPSD. 39 A mixed-methods approach was used to ensure that all relevant literature was included. 40 To synthesise the qualitative and quantitative results, an integrated design was adopted. 41 This involved transforming quantitative data obtained from GPs' responses to standardised questionnaires into qualitative form so that it could be combined with data from qualitative studies and subjected to qualitative analysis. Once the data were in qualitative form, the synthesis was guided by the meta-ethnographic approach as described by Noblit and Hare. 42 Meta-ethnography goes beyond merely describing or summarising the literature: the aim is to use the source material to develop original interpretations by accounting for both the context of the research and the reported findings.
The review was registered with the International Prospective
Register of Systematic Reviews (PROSPERO) (registration number 42017054916). Table 1 outlines the eligibility and exclusion criteria.
We included all studies that explored the knowledge, attitude, or experiences of GPs in the management of BPSD in the community and in nursing home settings. Studies that did not describe in detail the knowledge and attitudes of practising GPs in relation to BPSD were excluded. Studies that focused on GPs who sub-specialised in elderly care medicine and now work exclusively as specialist elderly care physicians in nursing home settings 43 were excluded from this review. It was considered that as a result of their specialist training, the knowledge and attitudes of these specialist elderly care physicians towards BPSD would not be representative of GPs generally.
Seven electronic bibliographic databases were searched from inception to present: MEDLINE (Ovid), Embase (Elsevier), CINAHL, PsychINFO, Academic Search Complete, SocIndex, and Social Science Full Text. The initial search was conducted in June 2017 and repeated on 25 October 2017. The search strategy was developed by using database-specific search terms with input from a health services librarian. The MEDLINE search strategy is displayed in Table 2 . Other search methods used included hand-searching key journals and conference proceedings, citation searching of highly cited key papers, and scanning reference lists of key papers.
For the first stage of abstract screening, duplicates and clearly irrelevant studies (for example pre-clinical studies) were removed by one reviewer (A.J.). In the next stage, 2 independent reviewers from the screening team (A.J., T.F., A.C., and C.B.) independently screened each study abstract. All eligible studies were then assessed by 2 independent reviewers. Any conflicts regarding the eligibility of a study were resolved through discussion between the paired teams. Where necessary, a third reviewer adjudicated and made the final decision
Key points
• This is first review to systematically review and synthesise the existing literature on GPs' knowledge, attitudes, and experiences of managing BPSD.
• A number of issues were identified including the knowledge and resource needs of GPs, their reliance on antipsychotic medications, and the influential role of family.
• While offering new insights into GPs' perspectives on the management of BPSD, this review highlights the limited research conducted in this area to date.
• This review will help to inform the design and development of interventions to support GPs managing BPSD. In the qualitative studies, the first-order interpretations focused on the attitudes and experiences of GPs as presented in the result sections of the studies. In the quantitative studies, the first-order interpretations were identified from participants' responses to questionnaire items and a text file was created describing these responses.
Second-order interpretations were derived from the discussions and conclusions. At this point, the data collected from quantitative and qualitative studies were no longer distinguishable, enabling the synthesis of all the data in qualitative form. The software package NVivo 11 was used to facilitate data analysis and synthesis.
To ensure credibility and dependability of coding, a second reviewer (K.W.) also coded 3 studies. [44] [45] [46] Conceptual groupings were created for each study and illustrated with conceptual mind maps. The 2 reviewers involved (A.J. and K.W.) met regularly to discuss differences in interpretation of the studies. All 4 members of the analysis team (A.J., K.W., C.B., and T.F.) met to discuss the key concepts emerging from the analysis of the included studies. To determine how the studies related to each other, a table was iteratively developed that displayed the identified concepts and themes across all studies (File S2). To examine the contribution of each study to a key concept, the review team compared the themes and concepts from each individual study in chronological order. Attention was paid to deviant cases and to the influence of context on the study findings.
The third-order interpretations were iteratively developed by the analysis team. Finally, the analysis team collectively linked the third-order interpretations into a "line of argument," 42 which represents the overarching perspective of GPs towards BPSD.
All included papers were independently assessed by 2 reviewers (A.J. and J.B.) for methodological validity. A. J. was a co-author on one of the included studies 12 ; therefore, the quality assessment of that study was carried out by C.B. and J.B. The Joanna Briggs Institute Critical Appraisal Checklist for Qualitative Research was used to assess the quality of the included qualitative studies. 47 Since there is no agreed quality assessment tool for assessing the quality of descriptive cross-sectional studies, a new original tool was developed by 2 of the reviewers (A.J.
and J.B.). This tool was based on other original tools developed for a similar purpose 48, 49 and also considered recommendations on how 
| Search results
The search returned 2361 citations. About 1638 citations remained to be screened after duplicates were removed. About 1558 citations were removed from abstract screening (File S5) leaving 75 full texts to be assessed for eligibility. Following full-text review, 10 eligible studies were included (see Figure 1 and File S1). The final repeat search resulted in the inclusion of 1 additional full text. Therefore, we included 11 studies, which described 9 study cohorts.
| Characteristics of included studies
Of the 11 included studies, 4 were qualitative, 6 were quantitative, and 1 was mixed methods. The characteristics of the included studies are shown in Table 3 . In total, the views of 526 GPs from 5 different countries were represented.
| Quality appraisal
We judged the overall quality of the qualitative studies in the review to be high (File S6 and Table 1 ). The most common weakness was poor reflexivity: only one study 46 was found to have fully addressed this issue. Three of the descriptive cross-sectional studies were rated as low quality (achieving only 3 out of 7 quality markers). These studies all reported on the same cohort. [54] [55] [56] The overall quality of the other Quantitative.
Postal survey (2 pg questionnaire)
Community-based GPs (Continues) Abbreviations: BPSD, behavioural and psychological symptoms of dementia; GPs, general practitioners; PCPs, primary care physicians.
4 descriptive cross-sectional studies ranged from moderate to high (File S6 and Table 2 ). Common areas of weakness were the lack of involvement of the target population in the instrument development 45, [54] [55] [56] and the lack of clarity on whether the sample used in the study was likely to be representative of the study population. 45, [54] [55] [56] None of the descriptive cross-sectional studies provided a sample size justification, statistical power description, or variance and effect estimates.
| Translation of included studies
The analysis led to the identification of 3 key concepts, which encompassed 8 sub-themes reflecting GPs' experiences of managing BPSD. Each sub-theme was supported by data from both qualitative and quantitative studies. The findings supporting first-order interpretations are indicated by italicised quotations and those supporting second-order interpretations by non-italicised quotations.
| UNMET PRIMARY CARE NEEDS
GPs' knowledge and self-efficacy
Nearly all the included studies examined issues pertaining to GPs' knowledge and self-efficacy. 12, [44] [45] [46] 55, [57] [58] [59] In some studies, BPSD was considered by GPs to be "very difficult to deal with" 12 and "distressing. other potential causes of these behaviours and symptoms 44, 45 :
"I want a second opinion too in making sure my diagnosis is correct."
44
In addition to GPs' lack of knowledge of and confidence in pharmacological management in BPSD, GPs were also found to lack knowledge on non-pharmacological interventions 46, 55 and, at times, the confidence to recommend them. 45 However, in some of the studies, participating GPs demonstrated a good knowledge of both non-pharmacological and pharmacological management options in BPSD. 45, 58, 59 For example, in one study, most GPs reported proactively reducing psychotropic medications and routinely recommending non-pharmacological interventions prior to commencing medications 59 ; however, these GPs still felt they required "more training" 59 in BPSD.
Lack of defined pathways of care
Several studies identified the need for clearly defined pathways of care that would allow GPs to access advice from relevant experts in the 
Time-intensive
The time required to assess and manage BPSD emerged as an issue in several studies 44, 54, 60 : "… it's a lot more complicated than the intact 50-year-old hypertensive diabetic.," 44 Addressing the needs of family caregivers also required time 44, 54, 60 : "I spend as much time asking how the caregiver's doing as I do the patient." 60 General practitioners sometimes described feeling overwhelmed with the workload that a person with dementia can generate: "I think we're all drowning … we are all truly trying to keep our heads above water...These people do take a lot of time and energy." 44 As a result of the time-intensive nature of managing BPSD and in the context of inadequate "reimbursement," 44 some GPs considered managing people with dementia to be burdensome: "they cause chaos, and so they get referred or something happens." 44 The symptoms and behaviours were "neglected" 44 until an "emergency situation" 54 or "time of crisis." 44 
| JUSTIFICATION OF ANTIPSYCHOTIC PRESCRIBING Antipsychotics to facilitate coping
In 4 studies, 46,57-59 the prescribing of antipsychotics was seen to enable carers, nursing home staff, and the person with dementia to cope with BPSD: "he was weeping for his wife who has been dead for many years … on quetiapine … the uncontrollable weeping had stopped." 46 Although in some studies GPs were aware of the risks of antipsychotic prescribing in people with dementia, these risks were seen to relate to longevity of life whereas in BPSD "quality of life issues prevailed." 58 In several studies, GPs' believed antipsychotics positively impacted on the quality of life of people with BPSD. 46, 57, 59 This contributed to their reluctance to discontinue antipsychotics. 46, 57, 59 Additionally, in 2 studies, GPs expressed a concern that discontinuing the antipsychotic would lead to a "return of challenging behaviours." 57, 59 Barriers to implementation of non-pharmacological strategies
Several studies considered the challenges inherent to implementing non-pharmacological strategies in BPSD. 45 ,54,57,58 A key finding in 3 of the studies that were conducted in nursing home settings related to the influence of nursing home staff on the implementation of non-pharmacological strategies. [57] [58] [59] Pressure from staff to prescribe medication 58, 59 influenced the GPs' management decisions and acted as a barrier to recommending non-pharmacological strategies: "often it is pressure from nursing homes … for medication to calm a patient down that is trigger for prescribing." 58 One study found that in a nursing home setting "nursing staff have the largest influence on prescribing psychotropic medication." 59 However, this study also found that experienced GPs (in practice >20 years) were significantly less likely than more recently qualified GPs "to rate pressure to prescribe from aged care facility staff as a barrier" 59 to recommending non-pharmacological strategies.
In a nursing home context, although a GP can recommend nonpharmacological strategies, their implementation typically falls to nursing home staff not to the GP. Two of the studies reported that chronic understaffing of nursing homes 57, 59 acted as a barrier to the GP recommending non-pharmacological strategies. An additional factor that hindered the implementation of non-pharmacological strategies in nursing home settings was the lack of shared perspectives [57] [58] [59] between GPs and nursing home staff. For example, one study identified a "culture of blaming," reporting that GP felt under pressure from nursing home staff to prescribe, while nursing home staff reported that it was the GPs that insisted on pharmacological treatment. 58 A final barrier to the implementation of non-pharmacological strategies was that in the context of "healthcare budgets and resource constraints," 58 guidelines on non-pharmacological management strategies were perceived to be impractical.
45,58

Traditional prescribing role
In some studies, 45, 46, 54, 55 it was suggested that GPs were more comfortable with their role as prescribers of medications and less comfortable "with the more alien non-pharmacological methods." 45 In several earlier studies, GPs reported a preference for "medication as the primary intervention" 54 and were found to be "wedded to a traditional medical model of care." 55 In more recent studies, 45, 46 the value of non-pharmacological management strategies was increasingly recognised. However, some participating GPs were still reluctant to reduce their prescribing. 46 Although accepting the important role of non-pharmacological management, "this belief was not put into clinical practice". 45 A GP in one study felt that antipsychotics were sometimes the "easy option, because it's something as doctors we do, we just prescribe medications." 46 
| PIVOTAL ROLE OF FAMILIES
Influence of family
The critical role played by family members in the management of BPSD was highlighted by several studies that explored GPs' experiences of managing BPSD in the community setting. 12, 44, 54, 60 General practitioners' management of the person with BPSD was influenced by the family 45, 54, 60 who "contributed to making treatment processes either more difficult or more straightforward." 60 The impact of pressure from families was discussed in 3 studies. 45 ,54,60 These studies described "repeated phone calls" from family members 54 or a mismatch of expectations of the family and the capabilities of the GP: "resistant children … who promised they'd never put mom in a nursing home, but they don't want to take her … so we try to hire someone, which is virtually impossible." 60 There was some evidence of GPs deflecting responsibility for the management of BPSD back to the family:
"usually, the family deals with it [BPSD]." 44 However, the important role a GP plays in supporting carers was emphasised by GPs in several studies 12, 44, 60 : "one of the big learnings I've had is … how important carer support is." 12 Studies that focused on the management of BPSD in nursing home settings found family members were less influential on prescribing. 59 
Community-based supports for family caregivers
General practitioners highlighted the importance of access to community supports for family caregivers 12, 44, 60 : "I think you live on this lifeline of getting this respite and that helps you to cope as a carer." 12 However, accessing these supports was challenging for GPs. Supports sometimes were not there: "we don't have much in the way of support groups ... we are in a no man's land," 60 or the GP did not know how to access the supports: "I myself wouldn't be able to provide the specifics of it," 
| Impact of context on findings
Some studies focused on a subset of a GP's professional responsibility for people with dementia. Three of the studies focused on GPs who cared for people with dementia in a nursing home setting and excluded those managing dementia in the community. 46, 57, 59 Four of the studies in the review focused on a singular aspect of the management of BPSD, antipsychotic prescribing, 46, [57] [58] [59] and were conducted by pharmacists or pharmacologists. 46, 57, 59 The authors of the remaining 8 studies were from other disciplines including psychiatry, nursing, and general practice. They adopted a more holistic approach to discussing the assessment and management of BPSD. Of note, only one study was authored by a GP. 12 Five of the 11 studies included in this review were from the United States 44, [54] [55] [56] 60 from which the subtheme on "time" emerged. This may be influenced by factors specific to the health care system in the United States.
The studies spanned 22 years (1995 to 2017). Over this time,
there have been substantial changes to recommendations regarding the management of BPSD. Earlier studies described how antipsychotics "may be the best available option for physicians." 54 However, as the evidence for the harmful effects of using antipsychotic medications in people with dementia emerged, 26, 29 there has been a distinct shift. The use of antipsychotics became less acceptable: "antipsychotics should not be prescribed to reduce stress in carers …" 46 The studies in this review highlight the journey the management of BPSD has travelled over the past 2 decades-from "what is the right psychotropic to use?" to "should we be using psychotropic medication?" to "stop using psychotropic medication." A parallel journey occurred for non-pharmacological management strategies, which received increased emphasis.
| Synthesis
Six third-order interpretations were iteratively developed by synthesising the first-order and second-order interpretations. The third-order interpretations and their associated CERQual confidence levels are shown in Table 4 and further expanded in File S7. These third-order interpretations were synthesised into a "line of argument," which is detailed in Table 5 and is represented graphically in File S8.
| DISCUSSION
This is the first review to systematically review and synthesise the literature on GPs' knowledge, attitudes, and experiences of managing BPSD. A wide range of issues were identified including the knowledge and resource needs of GPs, the reliance on antipsychotic medications, and the influential role of the family. These are areas that could be targeted to improve the management of this challenging aspect of dementia care.
| Comparison with previous research
In this review, GPs were found to have a low sense of self-efficacy when managing BPSD. A systematic review on the barriers to diagnosing and managing dementia in general practice identified that GPs' limited knowledge about dementia can act as a barrier to the provision of optimum care to people with dementia. 8 A previous quantitative study of GPs' knowledge of and attitude towards dementia found that the vast majority of respondents lacked confidence in the management of BPSD, prompting the authors to recommend that future educational support should focus on BPSD. 11 While educational interventions are a reasonable and important focus, 61 it is likely that GPs' low sense of self-efficacy stems from more than a lack of knowledge of BPSD. General practitioners can find managing dementia stressful. 62 The resource-intensive nature of managing BPSD coupled with the lack of clearly defined pathways of care will impact on a GPs sense of self-efficacy when managing such a complex clinical condition. Previous systematic reviews have identified that to effectively change GPs' behaviour in dementia care education alone is not sufficient; education needs to be combined with service innovation ideally in the form of organisational incentives. 63, 64 Although an increase in knowledge would go some way towards improving GPs' self-efficacy, GPs also need to be supported by clear pathways of care and appropriate resourcing.
Antipsychotics were considered to be justifiable in the context of need. They were perceived to improve the quality of life of people with BPSD and enabled everyone, including the GP, to cope with the constraints imposed by insufficient resources. A recent systematic review examined the influences on decision-making on antipsychotic prescribing in nursing home residents and found that that to circumvent the problems of inadequate resourcing antipsychotics were "used" as cheap, fast, and effective staff members. 65 In this current review, the benefits of antipsychotics were often over-estimated and their potential harmful side-effects were sometimes overlooked because these side effects were perceived to relate to longevity of life Low confidence Substantial concerns regarding adequacy and minor concerns regarding methodological limitations and relevance.
2. GPs lacked confidence when managing BPSD and wanted input from either secondary care or relevant members of the primary care team. However, the lack of clearly defined care pathways meant that GPs experienced difficulty accessing advice. 12, 44, 45, 58, 60 High confidence Minor concerns regarding methodological limitations and adequacy.
Justification of antipsychotic prescribing 1. GPs were more comfortable prescribing medication than advising on non-pharmacological management strategies. 45, 46, 54, 55, 58 Moderate confidence Moderate concerns regarding the adequacy of the data and methodological limitations. Minor concerns about the relevance of the studies.
2. GPs found that antipsychotics enabled the person with dementia, the family caregiver, the nursing home staff, and the GPs themselves to cope with BPSD. 46, [57] [58] [59] High confidence Minor concerns regarding methodological limitations, relevance and adequacy.
3. GPs had a tendency to over-estimate the benefits of antipsychotic prescribing. Consequently, in the context of the challenges of implementing nonpharmacological alternatives, the risks associated with antipsychotics were tolerated. 57, 59 Low confidence Substantial concerns regarding adequacy and minor concerns regarding methodological limitations, relevance, and coherence.
Pivotal role of family 1. The family of the person with dementia plays a crucial role in the management of BPSD. However, the needs of the carer could be intensive and challenging for the GP, particularly in the context of limited community supports for family caregivers. 12, 44, 60 Moderate confidence Minor concerns about methodological limitations and relevance. Moderate concerns regarding data adequacy
Abbreviations: BPSD, behavioural and psychological symptoms of dementia; GPs, general practitioners.
rather than quality of life. Similarly, the systematic review on prescribing influences in nursing home residents found that inadequate knowledge of the risks and benefits of antipsychotic prescribing in dementia enabled inappropriate prescribing. 65 However, the benefit of antipsychotics in BPSD is minimal 26 and many of the side effects, such as extrapyramidal symptoms and sedation, occur in the short term. General practitioners' concern that discontinuation of antipsychotics will lead to a re-emergence of BPSD is also challenged by current evidence that suggests that for most people with Alzheimer's type dementia, antipsychotic discontinuation has no detrimental effect on cognition or functional status. 66 The care provided to the person with BPSD in the community hinged on the positive involvement of family care-givers. A recent mixed-methods systematic review of the challenges BPSD creates for carers highlighted the importance of acknowledging the unmet psychological needs of carers. 67 The reliance on family caregivers, in the context of inadequate community resources to support them, creates a burden of care that is likely to further impact on carers' unmet psychological needs. Discussions on non-pharmacological strategies to manage BPSD often focus on a nursing home setting. However, BPSD
is not limited to nursing home settings. Recent research has found that family carers observed significant levels of agitated behaviour, behaviour that they felt unprepared for as they were unaware that agitation could occur as part of dementia. 68 Carers value a proactive approach to dementia care from GPs. 69 Therefore, a more proactive initial discussion with family care-givers on BPSD, combined with regular screening questions as part of dementia reviews in general practice, could help to address how unprepared carers feel when faced with managing BPSD at home.
| Implications
Our review highlights the complexity of managing BPSD and how, in From the findings of this review, inappropriate antipsychotic prescribing appears to be a relevant and worthwhile behaviour to target.
However, in addition to any educational component, an intervention aimed at improving appropriate prescribing of antipsychotics in dementia needs to be supported by practical resources that enable GPs to implement best practice recommendations. A recent randomised controlled trial demonstrated the potential for biannual, structured, multi-disciplinary medication reviews to improve appropriate prescribing of psychotropic medications in nursing home patients with dementia. 79 Although psychotropic medication reviews may occur in nursing homes, if implemented they are often performed in an ad-hoc manner without adequate resources and usually without multi-disciplinary input.
Medication reviews can reduce inappropriate antipsychotic prescribing in dementia. 80 However, to effectively improve the quality of life of a person with dementia, strategies that aim to reduce antipsychotic prescribing, such as medication reviews, need to be combined with evidence-based non-pharmacological interventions. 81 A systematic review of the effectiveness of interventions to reduce inappropriate prescribing of antipsychotic medications in people with dementia living in residential care settings identified that for long-term reduction in antipsychotic prescribing, interventions needed to address cultural issues and the poor availability of non-drug alternatives to antipsychotics. 82 It is clear that if an intervention is to achieve a long-term reduction in psychotropic prescribing in dementia, it must provide options for practical, implementable, non-resource intensive approaches to non-pharmacological strategies.
| Strengths and Limitations
One of the strengths of this review is the rigorous approach used.
Each stage of the review process involved at least 2 authors working independently. The synthesis of qualitative and quantitative studies has led to a more substantive interpretation of the research phenomenon than is available from a single study; adding to, rather than totalising, the available literature. Syntheses of qualitative data have been criticised as being mechanistic. Indeed, there is the risk with meta-ethnography that the richness or integrity of the original work will be lost, 83 a concern that, by overly deconstructing the original qualitative work, the researcher attempts to "sum up a poem." The review did not include a search of the grey literature. Since our search of the electronic databases was extensive, we felt that the grey literature was unlikely to result in any additional insights. A number of the studies included in the review focused on a singular aspect of BPSD management: antipsychotic prescribing in a nursing home setting. Hence, issues relating to antipsychotics may be overrepresented in this review. Although integrated reviews of qualitative and quantitative research is still a relatively novel approach, it has been used effectively in previous mixed method systematic reviews of similar research questions. 48, 67 It has enabled the integration of the quantitative assessments of GPs' knowledge of and attitudes towards BPSD with a more qualitative understanding of GPs' experiences of BPSD, enhancing the review's utility and impact.
The focus of this review is on GPs who manage people with dementia living at home and who may also provide care to people with dementia in nursing homes. Other models of care, such as that in The
Netherlands where specially trained elderly care physicians provide care to nursing home residents, 43 were excluded from this review.
However, it was reassuring to find that many of the findings from studies conducted with physicians working in the Dutch model of nursing home care concurred with our review findings. [85] [86] [87] To our knowledge, this is the first time the CERQual tool has been used to assess the confidence of findings of a mixed-methods systematic review of this kind. However, there are limitations to applying the CERQual tool in this instance. In particular, the inherent "thinness" of the data from the quantitative studies raised concerns when judging the adequacy of the data. Nonetheless, the novel application of the CERQual tool to our review findings does provide a useful indication of the confidence we have in the study findings.
| CONCLUSION
This review offers new insights into GPs' perspectives on the management of BPSD and highlights the limited research in this area. Most of the research on dementia care in general practice appears to have focused on diagnosis rather than the long-term management of the person with dementia. We need to explore the challenges of managing BPSD in general practice, not at the expense of research on diagnostic challenges, but at least with the same degree of depth. Targeted interventions that are supported by appropriate resourcing could make the provision of high-quality, personalised care to people with BPSD achievable in a primary care setting. This review will help to inform the design and development of interventions to support GPs managing BPSD, which should ultimately improve the quality of care delivered to people living with dementia.
